Some cases of extensive bilateral xanthelasma palpebrarum have been reported. In those cases, similar to our case, soft and yellow plaques involved all four eyelids. The histopathologic findings were described well, but the treatment methods were not mentioned or almost all were laser ablations [2,3].
Some cases of extensive bilateral xanthelasma palpebrarum have been reported. In those cases, similar to our case, soft and yellow plaques involved all four eyelids. The histopathologic findings were described well, but the treatment methods were not mentioned or almost all were laser ablations [2, 3] .
Rohrich et al. [4] suggested current management principles for xanthelasma palpebrarum. An algorithmic approach to the treatment of xanthelasma includes surgical excision, laser ablation, and trichloroacetic acid. If the xanthelasma lesion is smaller than 3 mm and within the range of blepharoplasty incision, blepharoplasty or modified blepharoplasty can be performed. If the xanthelasma lesion is smaller than 3 mm and outside the range of blepharoplasty incision, direct elliptical incision, traditional trichloroacetic acid peel, or laser ablation can be used. If the xanthelasma lesion is larger than 3 mm, serial excision or laser ablation can be selected. If the xanthelasma lesion is hard, uncapping removal and closure can be performed when the lesion is outside the blepharoplasty incision. In the present case, a full-thickness skin graft was chosen instead of staged excision.
Our case illustrates a rare case of xanthelasma palpebrarum that was bilateral, extensive or wide, circular, and had rapidly developed one year prior to treatment. There was no strong familial history of xanthelasma palpebrarum or hyperlipidemia. We removed the lesion only using surgical methods. Although the size of the lesion was larger than 4 mm, we performed a full-thickness skin graft with the excised normal skin, instead of serial excision, with the lesion on the same side. This resulted in a good matching skin color and texture, and no donor-site scarring.
A congenital divided melanocytic nevus in the eyelid is a rare form of congenital melanocytic nevus that occurs in the upper and lower eyelids of one eye. As the lesion also exists in the area where the edge of the upper eyelid meets the edge of the lower eyelid, the nevus characteristically appears as a single large nevus when the patient closes the affected eye [1] . Although a congenital facial nevus rarely becomes malignant, it may cause psychological stress during the childhood and the nevus in the eyelids may cause functional problems. Thus, if possible, the nevus should be excised and the defect site should be reconstructed. We report a rare case of a congenital divided melanocytic nevus in the eyelids that was treated successfully with excision and blepharoplasty.
A 14-year-old boy who was referred from the Department of Dermatology had a congenital dark brown plaque lesion in the upper and lower eyelids of his left eye. The dark brown plaques sized 1 × 1 cm with uneven surfaces were observed in the upper and lower eyelids of his left eye (Fig. 1) . According to the classification of periorbital nevus by area as described by Margulis et al. [2] the lesions belonged to zone 2. As it was concluded that the lesions could be reconstructed without a skin graft or flap surgery, excision of the nevus and blepharoplasty were performed under local anesthesia. Because there was dermatochalasis in the upper eyelid, a design for doubleeyelid formation was drawn. The inferior incision line was marked at 5 mm from the lash and the upper line was drawn at the margin of the nevus. After this, the entire upper eyelid, including the nevus, was excised, and a 5-mm-wide strip of orbicularis muscle and fat were removed (Fig. 2) . At 3 points, the tarsal plate and the skin of the eyelid were sutured using 6-0 Nylon to form a double-eyelid line, and then the skin flap was continuously sutured using a 7-0 black silk suture. To achieve symmetry for both eyes, blepharoplasty of the unaffected eye was also performed. To remove the nevus in the lower eyelid and reconstruct the lower eyelid, a design for a blepharoplasty of the lower eyelid, including the nevus, was drawn, and then a full-thickness excision was performed. As there was a concern about the possibility of the sclera showing due to the large volume of the excised skin flap, the anterior part of the eyelid of the orbicularis oculi muscle was preserved. The lateral area of the anterior part of the eyelid of the orbicularis oculi muscle was anchored to the periosteum at the lateral orbital tubercle with interrupted sutures using 5-0 Vicryl to provide additional support to the lower eyelid (Fig. 3) . The removal of the nevus and the reconstruction took about 1 hour. No particular complications such as post-operative hematoma or a gaping wound were observed. Four days after the surgery, the sutures were removed. Six months later, the mild asymmetry had considerably improved and the patient was very satisfied.
A congenital divided melanocytic nevi in the eyelid characteristically appears as a single nevus because the edges of the upper and lower parts meet each other when the eye is closed [1] . Due to this characteristic, a congenital divided melanocytic nevus is called a 'kissing nevus' . In embryology, the development of the eye starts at 22 days from the onset of pregnancy, when the neural groove of the midbrain thickens and the eyelid is formed at 6-8 weeks of pregnancy. The eyelids remain connected until the 23rd week of pregnancy [3] . During this period, when the eyelids are connected, melanocytes migrate from the neural groove to the epidermal layer, and through this developmental process, a divided melanocytic nevus can be formed. Margulis et al. [2] classified the zones where a nevus occurs into the following 8 zones, based on the range of the nevus: from the eyebrows to the upper eyelid wrinkle; from the upper eyelid wrinkle to the upper eyelid borderline; the eyelash area; the lower eyelid boundary to the lower eyelid wrinkle; the isthmus area; the medial area of the eyelid; the forehead area close to the eyebrow; and the nose and canthus. Most people with congenital melanocytic nevus in the eyelid or the periorbital area have considerable functional and aesthetic stress. In addition, for a palpebra with serious deformation, the suitable timing of surgery is preschool age, as the patient may be teased [4] . The most appropriate type of reconstructive procedure should be selected according to the anatomical units and size. A lesion that is smaller than 1/4 of the upper and lower eyelids can be reconstructed by advancing a nearby skin flap. A lesion that is large can be reconstructed with a full-thickness graft using a retroauricular flap, a lesion in an area that is close to the eyebrow can be reconstructed using an island flap and full-thickness flap surgery, and a large lesion on the forehead and the isthmus area can be reconstructed via local flap surgery using a tissue expander. As the lesions in the patient in this case belonged to zone 2 and caused no malformation of the eyelid, the functional and aesthetic problems could be solved using a relatively simple procedure.
Although no case of a congenital divided melanocytic nevus that became malignant has been reported, it is considered desirable that lesions be excised as completely as possible. Although laser irradiation can be performed at certain intervals, it has the disadvantage of possibly leaving a pigmented lesion after the treatment.
A skin graft after complete excision is commonly performed [2] . However, it may be difficult to have satisfactory results with a skin graft due to the difference in the color and texture of the skin. In this case, the upper eyelid scar was successfully hidden and a satisfactory outcome was achieved via complete anatomical excision of the nevi and via reconstruction using blepharoplasty.
No particular complications were observed in the 6 months follow-up, and the patient's psychological stress due to the nevus was cleared and he was very satisfied (Fig. 3 ).
Desmoid tumors, also known as aggressive fibromatosis, are uncommon mesenchymal neoplasms. They account for only 0.03% of all tumors and 3% of all soft-tissue neoplasms [1] . A pregnancy-associated desmoid tumor is an even less common disease very rarely reported in published articles. Although it grows by locally infiltrating its neighboring tissues and structures, it is devoid of metastatic evolution. It usually occurs between the ages of 25 and 40 years, with a strong prevalence among women in the fertile age group [1] .
A 36-year-old woman presented with a painless mass in the right upper quadrant of her abdomen. She had discovered the mass six months earlier and stated that the size of the mass had not increased. She had no relevant family history of related ailments such as of the familial adenomatous polyposis syndrome
